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PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICE

c. Case Management (Chronically Mentally lil, Severely Disabled
Children, Chronic Substance Abuse and Developmental Disabilities)

For services provided by DMH/MR/SAS:

Payment for case management services is based on an hourly rate.
Effective with the 12 month period beginning July 1, 1999, and for
subsequent 12 month periods, the rate paid is an interim amount that will
be settled to cost . The interim rate is adjusted annually to equal the
actual unit cost as determined in the cost analysis for the most

recent year available. For payments to area mental health

programs, cost determinations are based on weighted average unit

cost for services as determined by the Division of Medical Assistance.
Reasonable costs are determined by the Division of Medical Assistance
based upon the standards set in OMB Circular A-87 and the HCFA-15 Provider
Reimbursement Manual.

d. Case Management ( Developmental Disabilities)
For services provided by DHS:

Reimbursement will be on a fee-for-service basis, billed monthly on
the HCFA 1500 form. Payment will be the lesser of the charge or
the establish fee. The fee will be set by dividing the cost of

an FTE case manager by the caseload size. The fee will be
evaluated annually and any overpayments will be recouped in the
following year's rate. The state will not pay more than cost.

e. Case Management (Persons with HIV Disease)

Medicaid reimbursement for HIV case management services will be the
same per unit rate (one unit =fifteen minutes) for all providers.
Providers will be reimbursed the lower of usual and customary

charges or a negotiated rate basis which will not exceed the upper
limitation of 42 CFR 447.325. Governmental providers will be paid
based on the above-negotiated rate not to exceed actual cost.
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